addition and subtraction. Medical journals have insisted since 1988 that authors should give confidence intervals for the differences between means and proportions3 4, but the same expectation does not seem to apply to correlation coefficients.
Second, the authors have drawn lines through the four arrays presented in their Figure 1 . The lines are not defined but are probably least squares axes. But since they are not regressing the y variable (ESR) on the x variable (Hb), why are lines shown? The result is an illusion of definitiveness and precision whereas the underlying relationships are weak and obscure. Indeed the correlations are so poor that it is difficult to know whether the relationships are even linear and there is evidence that they are heteroscedastic.
Third, they place mistaken reliance on significance levels for correlation coefficients: 'In both sexes a significant inverse correlation was demonstrated in all patients and notably also in non-anaemic patients'. If populations are large, say in excess of 100 or thereabouts, correlations are always significant even if very weak and of no importance. In a large population it is almost impossible for two biological variables not to have a statistically significant relationship. It is the strength or weakness of the relationship as indicated by the correlation coefficient and the confidence interval which matter and not the P value.
Examination of their Figure 1 shows that the relationship between the ESR and Hb for males with a normal range of Hb is poor (n=381, r=-0.31, 95% CI -0.22 to -0.40) whilst that for the females is negligible (n=619, r=-0.14, 95% CI -0.06 to -0.22). The results indicate that for patients of either sex with normal haemoglobins the relation between the ESR and the Hb is trivial and of no interpretive importance. Authors' reply Though grateful to Dr Porter for his comments, we feel that a debate about the statistical strength or weakness of the relationship between Hb and ESR in patients with normal Hb may obscure the thrust of the message. We are not attaching any biological importance to this relationship and indeed we agree that the association may be too weak to do so in any meaningful way. Our concern is with the utility of the ESR estimation; variability of the result with Hb is just one of the external influences to add to the others already well-recognized. Dr Porter's comments could apply equally to sex and smoking habit; these are 'trivial' in the clinical sense. The interpretation of a very high ESR should lead to an investigative process that is appropriate and worthwhile; the question raised by our paper (and, of course, we are not the first to raise it) is whether, as a haematology laboratory, we should continue to offer a test about whose validity in borderline-raised cases we have reservations. This becomes particularly pertinent when we reflect on the several millions of pounds spent on ESR tests in the UK annually. Is the NHS getting value for money? We believe that it is precisely because of these unimportant variables that influence ESR results (strongly or weakly) that tests such as plasma viscosity may be more suitable.
Alan M W Porter

E J Kanfer B A Nicol
Department of Haematology, Royal Postgraduate Medical School, London W12 ONN, England
Private psychiatry and the NHS Dr Shah's editorial (January 1997 JRSM, pp 1-2) is inaccurate. Independent sector hospitals would be quite capable of providing community care, and indeed in some areas already do so, were there funding available for this. It is important to separate out the ability of the independent sector to provide care and the funding for such care. National Health Service (NHS) units are funded by their purchasers to provide both inpatient care and community care of various sorts. As Dr Shah rightly says, most private medical insurers are only prepared to provide for inpatient care, a limited amount of day care and consultant follow-up. Very few of the NHS purchasers who purchase from the independent sector will buy the community follow-up from the independent sector only an acute bed, either for an acute psychotic episode or for secure care. My own hospital has recently sought to provide community care as part of the local psychiatric provision, recognizing that we were in a good position to provide a very high standard of care to local patients and for local general practitioners (GPs). Despite our putting in a competitive tender to both the local health authority and a local purchasing consortium, the health authority chose to purchase their care from the local NHS provider (at a greater cost) and to insist that the local purchasing consortium, which is run jointly between the health authority, who employs the manager, and local GP fundholders, also continue to buy their service from the local NHS provider.
As somebody who has spent the bulk of his career working in the NHS in a community psychiatric service, I would welcome the ability of providing a comprehensive service from my hospital, but will be unable to do so if the purchasers remain reluctant to purchase from us.
It is unfortunate that an editorial in your journal consolidates prejudices. I too have shared many of the prejudices in the past about the 'private' but really independent sector, which comprises both private and charitable agencies, but many of the provider units in the independent sector would dearly love to be involved in comprehensive psychiatric provision. The only true way of testing this out without using the 'clout' of a statutory annual registration would be to put services out to tender and then to purchase that service which can provide the best possible care within the agreed budget. Author's reply I agree with Dr Harris that independent sector hospitals are capable of providing community care. However, the odds are stacked against this. The distribution of private sector hospitals is uneven, with twothirds in the two Thames regions. Thus, what is proposed in Dr Harris's unit cannot be generalized unless there is a more even distribution of private hospitals within the serving catchment area. Moreover, selffunding patients and those funded bv medical insurance are usuallv unable to access community care from the private sector.
If a local private sector unit can provide a service similar to that of the local NHS provider for less money, and the NHS purchasers purchase this, then de facto it becomes the NHS provider. Many private psychiatric clinics are isolated, whereas NHS inpatient units tend to be part of district general hospitals. Thus, clinic patients mav have difficulty in accessing general hospital facilities. In some private psychiatric hospitals, NHS funded patients cannot receive certain investigations without prior clearance with the NHS purchasers.
The issue is not of prejudice but of reality. The government could ensure that any NHS purchaser using private acute psychiatric beds also integrates community care with the private sector provider. This can only realistically happen if the private sector provider is located in the catchment area.
A Shah
Community and Mental Health, Hounslow and Spelthorne NHS Trust, West Middlesex Hospital Site, Isleworth TW7 6AF, England Sailors, scurvy, science and authority Dr Thomas (January 1997, JRSM, pp 50-54) acclaims Lind's controlled clinical trial of the treatment of scurvy but does not address the reasons for the Admiralty's delay in implementing the findings.
Lind's study was a prospective, unrandomized, placeho controlled, clinical trial. Although he demonstrated that scurvy could be cured by use of citrus fruits, his figures were not impressive. He took as his population twelve sailors whom he divided into six groups and gave them the treatments of the day1. The placebo was sea-water. He had previously given two patients half a pint of sea-water to drink each day for 2 weeks, and found no benefit2. His controlled trial was to have lasted a fortnight but after 6 days he ran out of oranges. It was a pity that he was unable to replicate his study at Haslar, where he had 300-A00 patients with scurvy under his care at any one time, as his results might have been received differently. However, he could not count on the cooperation of the staff or the patients, many of whom were unreliablc, illiterate and incapable of complying with instructions.
The main problem was that the cause of scurvy was unknown and theories abounded. During the eighteenth century Boerhaave had revived the humoral theory of disease and Sir John Pringle was greatly influenced by his teacher's thinking. In addition, pneumatic and organic chemistry was developing in the wake of Newtonian ideas. Pringle strongly supported the received view that scurvy was due to putrefaction3. In addition he said it could be prevented and reversed by use of alkaline salts, because they are antiseptic4. Lind recognized the need for both acid and alkali to stop putrefaction and recommended the use of oranges and lemons for their acids2. Sir Gilbert Blane came closest to understanding the real cause by saying it resulted from a 'scanty diet' S. These people and others propounded a range of treatments, from malt to citrus fruits, whose efficacy they supported to some extent through experiment, but largely by their authority.
That it was 42 years before Lind's findings were implemented says more for that authority than for science. The reason for the delay was not so much ineptitude or bureaucracy as the authority of the formid- . However, it would appear he feels that this was accomplished by use of smoke and mirrors. He rejects, or at least objects to, my statement that there are 'anecdotal but irrefutable reports of cancer cures from shrines, faith healers, laetrile, coffee enemas, acupuncture, macrobiotic diets', etc., on the grounds that these two adjectives are mutually exclusive.
The term anecdote simply refers to the recounting of some interesting or striking incident or event. In that regard, there are numerous well documented, incontrovertible, and indisputable examples of remission or complete disappearance of far advanced or seemingly fatal malignancies, with all of the above non-traditional therapies. There was no claim or insinuation that these were preferred forms of treatment, or that they would likely be effective in any substantial number of patients. The point that I wished to make was that the common denominator may well have been a strong faith. Professor Wessely's scepticism might be assuaged by scrutiny of a recent 700 page annotated bibliography containing thousands of cases that are well-documented and equally inexplicable'. 
